Background: this paper provides an overview of the Minimum Data Set/Resident Assessment Instrument (MDS/RAI) training programmes in eight countries where the system has been introduced into nursing homes. Formal education and training in the skills of assessment and care planning of nursing home personnel is reputed to be poor. In response to this problem several researchers and clinicians view MDS/RAI implementation as an opportunity to upgrade staff knowledge in care of elderly people. Results: the courses in the eight countries varied in content and length according to the different goals each interRAI researcher planned when the MDS/RAI was implemented. As expected the greatest differences in training approach were between the USA and other countries. In the USA, where the MDS/RAI was mandated for use in all nursing homes, tens of thousands of professionals had to be oriented to use the system in a relatively short period of time in order to comply with the law. The training programmes therefore tended to be very short compared with those that emerged in countries where the MDS/RAI was freely chosen and implemented.
Introduction
This paper provides an overview of Resident Assessment Instrument (RAI) training in eight countries where the system has been introduced into nursing homes. We begin by reviewing training efforts in the USA where the system is universally used in nursing homes with impressive results on quality of care and related costs [1] . Then, in a series of tables, we compare the training methods used in each country, summarizing the purpose, content and length of RAI courses. We hope that those interested in implementing the RAI in their respective countries can benefit from learning how others have approached the training of potential users.
Background
The RAI was developed in the USA in response to federal nursing home reform laws (OBRA-87). To facilitate national implementation, the government released the RAI training manual [2] , a self-instructional resource for system users and educators. This manual provides a comprehensive description of the RAI, the associated data collection form and utilization guidelines, detailed Minimum Data Set (MDS) item-by-item definitions and assessment procedures and the 18 Resident Assessment Protocols (RAPs). It introduces a new and structured process to promote accurate and reliable coding of assessment findings by any professional on a health care team. To illustrate coding conventions, the manual presents users with true-tolife examples encountered by nursing home staff. Numerous practice exercises are provided to increase staff assessment and coding skills. Finally, completed RAI case studies illustrate correct coding and linkages to the RAPs via the system's triggering mechanism. After a 1 -3-day training session, with a trainer using the manual as a foundation for the course and nurse trainees using it as a resource for completing practice MDS assessments, good inter-rater MDS item reliability has been demonstrated [3, 4] . The RAI training manual has been translated into several languages.
Although there was widespread distribution of the training manual at the time of the mandated implementation of the MDS in the USA, there were no standardized national training programmes or resources committed to facilitating nation-wide implementation. Responsibility for training rested with each state and nursing home. As the US government sponsored periodic, centralized training programmes for state personnel functioning as RAI resources, many states offered 1-day training programmes to allow personnel to cover the basics of the system. These sessions were well attended (usually with more than 100 attendees per session). There are no available data of sufficient detail to describe the nature or the quality of training that occurred in the USA. Anecdotally, however, training programmes The RAI outside the USA Formal education and skill training for nursing home personnel with responsibility for frail elders is reputed to be poor [5] [6] [7] [8] , although limited data are available on the matter. In response to this problem, several international researchers and clinicians view RAI implementation as an opportunity to upgrade staff knowledge and skills in care of elderly people in order to improve the quality of care. They have developed courses for nursing home staff using the RAI and training manual as a foundation.
In contrast to experience in the USA, RAI implementation in other countries has been voluntary (see Table  1 ), with the exception of Iceland. In Japan and Italy, as well as in Denmark, there are formal evaluations underway to consider wider RAI implementation. In France, Spain and the UK local implementation projects have been partially funded by national/regional agencies. These training programmes are less structured than those we describe in the paragraphs below. Project/purpose National implementation; nursing home participation mandatory: initial training focused heavily on how to complete an MDS assessment and trigger RAPs; general orientation to RAI as basis for care planning; later training has emphasized use of RAPs in the process. Nationally funded projects to determine the characteristics and case-mix of residents of three types of Japanese long-term care facilities. National implementation; nursing home participation mandatory: to create a data base for reimbursement (RUG-III) and to enhance quality of care. Local and formal projects in several nursing homes throughout the country; nursing home participation voluntary: to improve individualized care planning and nursing documentation Local project; nursing home participation voluntary: to train all interdisciplinary staff in use of RAI so that each can assume a role required for data collection, resident evaluation using RAPs and developing an individualized care plan Local projects; nursing home participation voluntary: to introduce the RAI methodology to nursing home professional caregivers Local project in one geriatric clinic; participation voluntary: to introduce RAI as the basic multidisciplinary methodology for all professionals Formal projects funded by regions and Italian research council (CNR): to introduce RAI as the basic methodology for all nursing home professionals and train nurses on geriatric assessment techniques Local project co-ordinated at national level, participation voluntary: to introduce the whole RAI process as a multidisciplinary methodology to improve quality of care MDS, Minimum Data Set; RAI, Resident Assessment Instrument; RAP; Resident Assessment Protocol.
In the USA, because the law mandated that RAI assessments be coordinated by a registered nurse, most training participants were nurses. Special courses were also made available through national organizations for nursing home administrators and directors of nursing as they were responsible for overall RAI implementation at their facilities. In contrast, course attendance in Japan, the Netherlands, Switzerland (German-speaking cantons) and Italy included the full interdisciplinary health care team (physicians, nurses, aides, physiotherapists and social workers). In Switzerland (French-speaking cantons) and Iceland nurses and nursing aides received training. In France, nurses and aides received training, along with some physiotherapists, social workers and psychologists.
Trainers and course content
In the USA and Iceland, most courses on how to use the RAI were taught by registered nurses. In contrast, the other non-US courses have been taught by professionals from a variety of disciplines. These professionals had usually developed their knowledge of the system by studying the RAI training manual, using the instrument and consulting with interRAI colleagues. The professions involved have included: health services researchers, geriatricians and registered nurses in Japan; a senior university lecturer, a doctor and registered nurses in the Netherlands; a health economist in French-speaking Swiss cantons and a geriatrician in German-speaking Zurich; and an associate professor of geriatrics, three board-certified geriatricians and a head nurse in Italy. In France, the courses were taught by nurses and a psychologist, but the content was designed by a multidisciplinary team that included geriatricians, public health professionals, a nursing home manager, nurses, a psychologist and a health economist. Course content in the USA reflected the mandate for timely implementation of the MDS by thousands of users. Along with a general orientation to using the RAI as a basis for care planning, initial training efforts in 1991 focused heavily on teaching nurses how to complete MDS assessments and to identify resident problems through the RAP triggering mechanism. In contrast, programmes in several other countries introduced the entire system (MDS, triggers, RAPs) as an innovative methodology for the interdisciplinary care of frail elders. Course content in these programmes was more comprehensive (see Table 2 ). The length of the courses varied according to the participants' previous exposure to geriatric assessment techniques and instruments (see Table 3 ).
Current use of RAI
The RAI is most widely used in the USA, where it is mandated in over 17 000 nursing homes participating in the federal Medicare or Medicaid reimbursement programmes. It is estimated that nursing home staff complete more than 3 million assessments each year. From January 1996 the RAI was also mandated in Iceland. In the other non-US countries where use has been primarily voluntary, course trainees had the opportunity to try the RAI, determine whether it met their needs and then adopt the system at their facilities. In Japan, the system is used in 200 geriatric hospitals by 250 fully trained professionals, in 200 'health facilities for the elderly' by 140 professionals and in 200 'special homes for the aged' by 100 professionals. In Switzerland (French-speaking cantons) the RAI is currently used in 15 facilities by 60 professionals. In the Netherlands and in Switzerland (Zurich) the RAI is used in one facility. In Italy, 10 facilities use the RAI, although over 500 professionals have been trained. In France, 17 units of 14 facilities use the RAI. Eight hundred professionals were trained in Sweden.
Discussion
Training in the use of the RAI has evolved in various ways in the various countries. As expected, the greatest differences in training approach are between the USA and non-US countries. In the USA, where the RAI was mandated, tens of thousands of professionals had to be oriented to use the system in a relatively short period of time to comply with federal law. The training programmes tended to be short compared with those that emerged in countries where the RAI was freely chosen and implemented. US nurses are exposed to RAI for 4 h on average, whereas non-US nurses receive a formal training of 8 h in Iceland, of 10 h over a 1-month period in Switzerland, of 16 h in the Netherlands and up to 32 in Japan. Italy trains health care professionals for the longest period (eight consecutive days, 8 h per day), partly due to the general lack of prior exposure to assessment techniques and partly due to the trainers' conviction of the necessity of such a long programme for an in-depth knowledge of the system. It will be necessary to compare how the different training programmes affect the effectiveness of the RAI system on overall care in the nursing home.
Interestingly in almost all countries, with the exception of the USA, Iceland and the French-speaking All professionals, 10 over a 4-week period All professionals, 10 + 3-4 on their own over a 4-week period All professionals, 60 over a 2-week period cantons of Switzerland, physicians received structured RAI training. Staff exposed to these training programmes evaluated the instrument and its philosophy positively. Outside the USA, the area of greatest resistance to the instrument appears to be amongst social workers, who are more likely to judge the RAI as too 'medically' oriented. The content of training programmes outside the USA used models designed to provide participants with a clear understanding of the RAI and its role in developing and monitoring plans of care. They immersed students in the assessment and care planning process with the goal of enabling participants to use the RAI as a basis for fully managing resident care.
The perceived value of the RAI training manual is best exemplified by its having been adopted as a gerontology textbook in the Netherlands and Italy. Currently this is the only textbook that offers structured guidelines for evaluating the complex problems experienced by frail nursing home residents (the RAPs). In these countries the RAI training manual and the overall RAI assessment process was identified as a way to provide health care professionals with theoretical and practical skills in comprehensive geriatric assessment.
One might infer from our experience with the RAI system that government mandates influence nursing home staff reaction to training and implementation. When the instrument was mandated for use in the USA and partly in Japan, nursing home personnel -were more likely to show negative reactions to using the system. In such cases there is always the possibility that full adoption of the system into the daily routine will be compromised and compliance will be in name (on paper) only. In contrast, when clinicians in other countries voluntarily adopted the RAI after comprehensive training and practice, an increase in quality of care, motivation and job satisfaction was noticed [9] . It seems that the most positive perceptions of the instrument are correlated with extensive training (Japan, the Netherlands, Italy, France) or voluntary use.
Although research has shown that an MDS assessment can be successfully completed by a nurse following an 4-8 h course, integrating the entire system into the daily practice routines of health care teams clearly requires more extensive training and practice. The results of a post-RAI implementation telephone survey of nursing home administrators and directors of nursing [10] shows that the most frequently noted complaint about the mandated implementation was an absence of staff training in how to use the system and make it part of the facility's standard clinical operating procedures. Moreover, more than 80% of the directors of nursing felt that nurses needed more training to take full advantage of the potential uses of the RAI. The European and Japanese experiences suggest that such efforts facilitate a clear understanding of the system and provide personnel, previously not exposed to the philosophy of geriatric assessment for nursing home residents, with greater knowledge and skill in caring for even the most difficult residents. As the RAI is introduced into other countries, particularly if it is universally mandated, the experience from the interRAI countries suggest that considerable effort should be devoted to training staff at all levels in order to properly take advantage of the clinical gains possible from adopting the system. Finally, the introduction of RAI into a variety of different countries on a voluntary basis suggests indirectly the usefulness of this tool as a clinical instrument and as a training aid per se.
